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Abolish Medi-Cal
TO THE EDITOR: As a general practitioner in a less affluent
area, I believe physicians have a responsibility to treat those
unable to pay, and therefore am enrolled as a Medi-Cal (Med-
icaid) provider. I do not expect much profit from this arrange-
ment, but recent experiences have left me chagrined at the
built-in unworkability of the Medi-Cal system and contem-
plating my financial losses.
A few examples will help make my point. A sick young

woman came to my office and I diagnosed thyrotoxicosis after
a thorough workup. I also irrigated her ears on the same

occasion, at her request. Claims were submitted to Medi-Cal
for a complete physical and for ear irrigation. Medi-Cal paid
me a few dollars for the ear irrigation and denied payment for
the physical, due to a rule that ifa "procedure" is paid for, no
other service can be paid for on the same visit. When I wrote
back and offered to withdraw the claim for the ear irrigation if
they would pay for the physical, they refused. This is a case of
getting less for doing more.

On another occasion, trying to plan ahead, I called the
Medi-Cal office and inquired whether they would pay for
annual physicals. I was informed they would pay and was

given the applicable RVS code. When I submitted claims for
physicals with the code given, the claims were rejected with
the explanation that Medi-Cal does not pay for this service. I
believe this is also known as Catch-22.

Another problem involved the drainage of an abscess, for
which I billed with the appropriate RVS code. The claim was
rejected due to absence of a "modifier" code, with instruc-
tions to consult the Medi-Cal manual or call a certain number
for information. My office attempted to call the number for an
entire day. When, miraculously, someone answered, by the
time I got to the phone (about 30 seconds later), they had hung
up. The manual is six inches thick and I have no clue where to
find the needed data.

I have come to the conclusion that Medi-Cal is not a

system for paying for medical care to the poor; it is a system
for denying payment for such medical care. I realize that if I
continue to treat poor patients, it will be at my own expense.

My recommendation is that this absurd Medi-Cal program
be abolished, and the patients rely on charity or county facili-
ties. It is especially infuriating to contemplate the tax dollars
spent on salaries for the administrators of this outrageous
fraud. The money would be better spent on health-promoting
endeavors such as accident prevention and programs to curtail
alcohol, tobacco and drug abuse.

BRIAN M. BONI, MD
15921 East 14th Street
San Leandro, C4 94576

Eicosapentaenoic Acid, Heart Disease
and Iron
To THE EDITOR: Eskimos have a very low incidence of acute
myocardial infarction. Dyerberg and Bang' have suggested
that they may be protected from acute myocardial infarction
by their high plasma levels ofeicosapentaenoic acid and other
omega-3 polyunsaturated fatty acids. These substances are

thought to protect Eskimos from the thromboembolic compli-
cations of cardiovascular diseases by reducing platelet aggre-
gability.

I wish to suggest an alternative hypothesis on the relation-
ship between high eicosapentaenoic acid intake and the ob-
served low incidence of ischemic heart disease in Eskimos.
Reduced platelet aggregability should not only prevent throm-
bosis in the coronary arteries but should also induce a bleeding
tendency. Increased bleeding times have in fact been found in
Eskimos and in volunteers on a diet high in eicosapentaenoic
acid.2 A chronic tendency to bleed may cause a decrease in
iron stores because of increased loss of blood (and iron),
especially from the gut. The observed low incidence of isch-
emic heart disease in Eskimos may be primarily a result of
iron depletion caused by high plasma levels of eicosapentae-
noic acid, reduced platelet aggregability and chronic blood
loss from the gut and other sites.

This suggestion is a corollary to the hypothesis that iron
depletion protects menstruating women from heart disease.3'4
Iron depletion or deficiency appears to be a common feature
of several conditions associated with reduced incidence of
ischemic heart disease: poverty in developing nations, vege-
tarianism, the long-term use ofaspirin or cholestyramine5 and
premenopausal status. In the case of menstrual iron loss, re-
versal of the condition by simple hysterectomy or natural
menopause is associated with both iron repletion and an in-
creased incidence of heart disease. A reduction in the amount
of menstrual iron loss such as that observed with the use of
oral contraceptives may be associated with an increased risk.

J. L. SULLIVAN, MD, PhD
Laboratory Service
VA Medical Center
Charleston, SC 29403
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Percent of Fat in Meat, Poultry and
Seafood
TO THE EDITOR: The article "Diet and Health" by Gotto and
co-workers in the December issue' contains several apparent
factual errors as well as some distortions or misrepresenta-
tions worthy ofcomment.

First the factual errors: The authors state, "Seafood, in-
cluding shellfish and finfish, provides less fat per gram of
protein than poultry, beef or pork." Though some seafood is
indeed quite low in fat, many types, such as anchovies, her-
ring, mackerel, sardines, shad, trout, tuna (in oil) and eel, are
very high in fat (greater than 50% ofcalories). Other fish that
are moderately high in fat (30% to 50% of calories from fat)
include albacore, carp, salmon and tuna (drained ofoil).2

Second, cocoa butter is referred to as a source of saturated
fat and is then grouped with other saturated fats that are
sources ofelevated levels ofserum cholesterol. In 1970 Grand
and co-workers3 reviewed the literature on the relationship of
cocoa butter and chocolate with cholesterol levels and added
further experimental evidence showing that stearic acid (the
primary saturated fat in cocoa butter) lacks cholesterol-
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